A survey carried out by the Australian Society of Anaesthetists explored gender issues in the personal and professional lives of anaesthetists. Issues highlighted include training and career paths, combining anaesthetic training with domestic responsibilities, personal relationships, pregnancy and childrearing, private practice, part-time work, parental leave, the single anaesthetist, doctor spouses, sexual harassment, and negative attitudes in colleagues. Particular problems were identified in the training years, in part-time work, in private practice, and in combining parental and domestic responsibilities with a career in anaesthesia. Strategies to address relevant issues are discussed, with reference to the increasing proportion of women in medicine and anaesthesia.
"Does gender affect the pursuit of a career in anaesthesia?"
A questionnaire sent by the Australian Society of Anaesthetists (ASA) to all female members and to randomly selected male members sought to investigate this issue. The survey was prompted by the perception in Australia that there were few women in executive and academic positions. It was possible that factors influencing this disparity may have been related to particular problems associated with being a female anaesthetist. Women comprise 17% of ASA members 1 and Fellows of the Australian and New Zealand College of Anaesthetists (ANZCA) 2 . The picture is similar in the United States, where women comprise 18.5% of the anaesthetic workforce 3, 4 . A similar questionnaire was launched by the The American Society of Anesthesiologists' Committee on Professional Diversity 5 . The stresses of careers in medicine and anaesthesia have been well documented; additional stresses for the professional woman have been identified. According to Professor Brandon, "Starting at similar levels during time spent as students, stress rises during the intern year, particularly for women. As the career in medicine progresses, stress may increase, and again, this may be a major problem for women in part time jobs, or those who are single" 6 . A Californian anesthesiologist who has studied harmful stress agrees: "Female anes-thesiologists have additional sources of stress … women physicians continue to bear the major responsibility for child rearing and home keeping despite their career obligations" 7 .
The Australian questionnaire covered many aspects of professional and personal life. The response rates were 67% female (200/298) and 52% male (98/190) respectively 8 . This article addresses some of the problems identified by the Australian survey, and highlights the gender issues raised.
PROFESSIONAL LIFE Attitudes of Colleagues
I am truly astonished to hear of gender problems in anaesthesia. I have always cited anaesthesia as an example of male-female equality. (Male respondent (M)).
Female colleagues, with a few notable exceptions, are a considerable burden-no concept of equal effort or commitment for equal remuneration. Often exploitive of female status. (M).
Forty-two per cent of women respondents reported positive experiences in interactions with their anaesthetic and surgical colleagues. However, many others reported problems with colleagues' attitudes, notably to women working part time, in private practice, and to those with domestic commitments. Negative attitudes to women are at odds with the developing equality of opportunity in the profession.
Two surgeons refused to work with me prior to meeting me because I am female. One spoke to me via a third person whenever we did work together. I kept assuring him my hearing was not defective: "Tell her to give the syntocinon." (Female respondent (F)).
Gabbard and Menninger, the editors of Medical Marriages note: "We have come to understand … the extent to which male cognitive and achievement styles have structured socialization, teaching and rewards, and have contributed to women's feelings of being at odds, being second best, and not being truly 'right'. Such feelings clearly affect personal comfort, selfesteem and relationships" 9 -and our careers.
The women were concerned about how their colleagues perceived them; they felt they were not taken seriously, or had to do twice as well as a man to get the same respect.
I think misdemeanors by women tend to be more unforgiveable than the same in a man. (F).
You shouldn't be working. You should be home looking after the children (surgeon to female anaesthetist). (F).
Some regard a working woman as not being as competent as a male. (F).
Concern about colleagues' perceptions was not limited to women: one third of the male respondents also reported negative attitudes, particularly in surgeons. They felt that the surgeons did not take them seriously; the spectre of anaesthesia as a "Cinderella" service speciality persists.
Anaesthetists seem to be low on the status side. (M).
I'm a junior partner in the team. (M). A couple of surgeons see me as another mug to exploit. (M).
Thirty per cent of men felt at a disadvantage financially, compared with surgeons. Several made comments on the ease with which surgeons could take time off, or organize their schedules, compared with anaesthetists. One third of the male anaesthetists said they had no problems. None made a comment as to how they were viewed by their female anaesthetic colleagues.
Training
Women in medicine are not a new phenomenon: they have been storming the bastions of medicine for more than a hundred years. To quote the Australasian Journal of Pharmacy of 1889: "Women as doctors: women doctors continue to increase. There are inserted in the Paris Faculty of Medicine for the session of 1888, 114 female students, including one American lady, eight English, one Austrian, one Greek, forty Russians and even one fair and 'advanced' Turk" 10 .
Not all medical schools accepted women; those that did had a quota for the admission of women applicants, which persisted until the last decade. In 1960, United Kingdom medical schools admitted 10% women students; in Australia, 15% of medical students were women in 1960, rising to 38% in 1980.
Numerical inequity has gradually been abolished; currently in the Western world, the medical school intake is approximately 50-55% female.
Sixteen per cent of the female respondents to the survey reported discrimination on acceptance for training. In the U.K. I was not appointed because the previous appointee, a woman, had not 'pulled her weight'. (F). When interviewed to enter anaesthetic training, I was asked what happens if I fall pregnant during training; considering I was single at the time, I thought that was unreasonable. (F). I was told I would never pass the Primary (Examination) because I was female and married. (F). Some men believed there was a bias in favour of female applicants. Perhaps there is a slight bias towards females. (M). One teaching hospital has a reputation for selecting attractive females as trainees. (M).
A minority of the women (27%), but none of the men, had been asked personal questions they considered unacceptable in their job interviews.
There were comments from both men and women on the difficulties of combining training and childcare: several women put off childbearing until they had completed their training. For some fifteen years both the British and Australian Colleges have allowed flexible (part-time and interrupted) training for trainees with family and domestic commitments 11, 12 
Career paths
After qualifying as an anaesthetist, it is harder for a woman to get jobs, especially in the private sector. Twenty-seven per cent of women, and the same percentage of men, said it was harder for a woman to get a job than a man.
I was told not to apply for a particular post as, being female, I would not be considered. (F). The group did not want a woman, I was told. (F). My commitment to my career is assumed to be a lesser one. (F).
This discrimination did not seem to apply to full-time hospital jobs in Australia. In American academia, women are under-represented 3, 13 , and the same situation applies in the Australian business community 14 -the "glass ceiling". Stephen Jackson notes: "Although sexual harassment may not be as prominent (for female anaesthesiologists) once residency training has been completed, what does become a serious issue for many is professional harassment: gender inequity at work … and in career advancement" 7 . Tesch et al 15 found that women in academic medicine in the United States were promoted more slowly than men; the gender differences in rank achieved were not explained by productivity or differential attrition from academic medicine. It has been postulated by DeAngelis and Johns 16 that one of the factors in this inequity was that women were not being nominated for promotion at the same rate as men. They suggest publicizing this imbalance as one way of helping to redress it.
One female respondent to the ASA survey reported: I did experience real sexism when I should have been elected to an international committee; the European president would not have a woman. To this day there have been very few, if any, women in that body.
Some women found problems with the attitude of other women anaesthetists: The females were less helpful and empathetic than the males. (F).
Another reason for the smaller percentage of women in "higher" jobs may be that women's careers never catch up from the temporal disadvantages of childbearing and childrearing. Sixty-four per cent of the Australian female respondents had children, or were pregnant. However Tesch et al found that the academic rank achieved by women doctors could not be related to the number of their children 15 . (These authors did not compare academic achievements of women with and without children.) Some women may not want "top" jobs, as evidenced by one woman who had been on her State Committee, but did not want the position of Chair. What was the reason for this decision? Was it lack of support from her peers, or was it competing domestic commitments?
Part-time work
Once you are known to be a mother you are regarded as less professional, less committed, and definitely discriminated against. If you have children you are somehow expected to want less prestigious work, less pay, and not to compete for the more desirable positions. (F).
Thirty-four per cent of the women and 4% of the male anaesthetists were working part-time. Two thirds of the women working part-time (22% of all female respondents) would not be returning to fulltime work. Sixty-two per cent of the women, but only 17% of the men, had done part-time work at some stage in their career. One third (33%) of the women and a majority of the men (83%) had never worked part-time.
Women's childbearing role usually necessitates a period of part-time work-as it did for 87% of all women with children in the survey. Many of the female respondents reported negative attitudes of colleagues and surgeons to women working part-time in anaesthesia; they felt they were treated as less reliable, less competent, less welcomed in private practice, and less available. When I worked part-time in the early days, with young children, one particular male colleague gave me a very hard time, resented the fact that I did less time on call (albeit a fair amount relative to my routine work) and tried very hard to force me out of my job. This really upset me at the time. It reinforced all the guilt about juggling my priorities. A couple of others were luckily very supportive and made me aware of my value in the group. (F). It is deemed perfectly OK for a male anaesthetist to have to go to another list and not stay for the extra cases that have popped up. If my next commitment is domestic, I dare not say it-I will make up another list. (F).
Some male anaesthetists commented on the fact that their female colleagues could not do on-call work because of domestic commitments; they commented that male anaesthetists had to "carry" women who were unable to honour commitments due to domestic crises or family illness. Two females in our practice refuse to do any after-hours work. (M). They are unwilling to assist in any extra work. (M).
Men can also be discriminated against if they choose to take time off for their families. I take a day off a week to be with my family; I used to refuse work on this day and tell surgeons the reason. I have ceased to tell surgeons this because of pressure from them to get me to work on that day. I now just say I'm busy. (M). I would like to see part-time or reduced hours as acceptable and not a "cop-out". (M).
Private practice
I suspect that while each group desires the odd female anaesthetist, they prefer the majority to be males. (M).
It is difficult to establish regular lists as male surgeons have male mates and I believe few surgeons choose their anaesthetists on the quality of their anaesthesia. (F).
Seventy-five per cent of women and 83% of male respondents had worked in private practice. Women did not feel welcome in some private groups; they said the best lists went to the boys, that they couldn't compete with the "old boy network", and that male surgeons preferred male anaesthetists. There is resentment from male colleagues that I am busy with my private practice-they think it should be theirs: "Who's Anaesthesia and Intensive Care, Vol. 26, No. 1, February 1998 cooking the tea tonight ?" … I don't hear them saying that to the men. (F). "You don't need the money." (M).
Women can undercut men … because they don't need the money. (M). Your husband is a full-time professional … you don't need the money. (F). You don't have a wife and kids to support … you don't need the money. (M).
These attitudes and those to anaesthetists working part-time, compound the difficulties women encounter in private practice. "Men may have accepted women as professional colleagues, but they are not (all) yet ready to accept them as true peers" 17 . However, changes are occurring; some practices now recognize the advantages and flexibility of anaesthetists working part-time in the group.
Sexual harassment
Sexual harassment is a form of power play; it can be extremely disturbing, and a great source of on-going stress. This form of harassment can constitute a threat, real or perceived, to young doctors' careers.
All female interns were asked out to dinner by the medical director. He did take "No" for an answer, but we felt threatened. One surgeon used to steer female interns around corners with his hand on the interns' buttocks-we were all too shy to say anything; we just scooted round corners as fast as we could. (F).
One fifth (21%) of the female respondents reported that they had experienced sexual harassment, although rarely from other anaesthetists. The American Society of Anesthesiologists "Focus" survey found a similar (20%) incidence of sexual harassment reported by American women anesthesiologists 5 . One woman reported harassment from other women. Two senior female anaesthetists said they had both received and given harassment.
The men are not immune: 13% of the men also reported experience of harassment. One had lost a job because of it, although he was later reinstated after an official protest.
Image-Mistaken identity
Between 18-35% of patients and the general public do not know that anaesthetists are doctors 18, 19 ; the image of the female anaesthetist can be even more nebulous. One fifth (20%) of the female respondents had been mistaken for nurses, often despite introducing themselves as "doctor". Several had had their abilities questioned or had been told they looked "too young". Patients have shown surprise at the anaesthetist being female, (although less so in recent times); in contrast, many respondents commented that often patients were pleased that their anaesthetist was a woman.
Males on a ward round can be called "doctor" (whether they are or not), and patients have spoken to them rather than to the (senior) female anaesthetist present.
Such issues should gradually resolve, as the image of the anaesthetist improves and women doctors lose their minority status.
Service on committees
Forty-nine per cent of the women had served on professional committees. Of the 101 women who had not served, 82 had not been approached, while 16 had been approached and refused. Reasons for women refusing to serve included "no time" (8 out of 16), and personal, domestic or family reasons (5 out of 16).
Sixty-six per cent of the men had served on committees, while 33% (32) of men had not served. Of these "non-servers", 29 had not been approached, while three were approached and refused to serve ("no time").
A higher percentage of men had thus served on professional committees; most women "non-servers" (80%) had not been approached, whereas nearly all the male "non-servers" had not been approached.
PERSONAL LIFE The single woman
Single women comprised 30% of the respondents. Eighteen per cent were single, with no current partner, 5% were divorced, and 7% widowed. In contrast, only 8% of the men were unattached. Not all single women are single by choice; some would like to have a partner, but cannot find one: several respondents commented that the life of the professional woman does not always easily combine with good personal relationships. "Women have special problems. As their education and income rise, they have fewer potential partners. A woman doctor is far more intimidating to a less educated man than a male doctor is to a less educated woman. Men are still expected to show dominance and control in marriage, and many women doctors strain to appear 'traditional'. They may act inferior and helpless at home in an attempt to bolster the self-esteem of a younger, less educated, less adequate or lower-earning mate. A few use their superior knowledge as a put-down, increasing the danger of divorce." 9 A woman's higher income can be threatening to the man who had expected to be the major bread-winner; indeed, some professional women do not want a less able or less educated partner. Women without children can doubt their "femininity" and their competence in areas other than work. Single men and women can find work demands isolating. Single anaesthetists have to cope with the personal and professional stresses of the job unsupported by a partner.
It was suggested recently that domestic pets could be a substitute for human company; while they may greatly enrich a solitary life, they cannot stand comparison with the communication, caring, commitment and closeness of a relationship shared with one important human partner.
There are no easy answers to finding a soulmate; it needs good luck, good attitudes, and time-and perhaps dating agencies! One single female anaesthetist decided to try an advertisement in a personal column-she said the replies made interesting reading.
Anonymity
A quarter (27%) of the female respondents changed their name on marriage, but over half (55%) of them did not. A few kept their single name professionally, but used their married name socially.
The tradition of women changing their name on marriage is one of the reasons why the "old girl" network does not work as well as the "old boy" network. A woman becomes anonymous to those of her friends and acquaintances who knew her before marriage, unless contact has been maintained. Another option is to use single and married names together. The term "single name" should be used, rather than "maiden name".
Combining marriage and career
Most (70%) of the women anaesthetists in the survey were married or had a permanent partner. More than half of them were married to doctors (64%); in a 1972 Australian survey the percentage of female doctors with doctor partners was 53.5% 20 . Spouses' employment plans can substantially affect a career: 11% of the female respondents reported career dislocations or geographical limitations, due to their spouse's employment (for example, not being able to further their career by going overseas). Debbie McKay reports that women in two-doctor partnerships work fewer hours practising medicine, and assume significantly more domestic responsibilities than women doctors partnered by non-doctors. In addition, women doctors partnered by doctors are twice as likely to interrupt their careers to accommodate their partner's career 21 . Women working outside the home still do most of the organizing and carrying out of household duties. They are usually expected to serve as primary caretakers during the illness of a child, parent, in-law or husband 7 .
Gross observes: "The boundaries between work and family roles are asymmetrically variable-family is allowed to impinge on women's work and work may impinge on men's families, but the reverse is not generally true" 22 . Increasingly now, women are returning to their careers outside the home, so the dual career family is becoming the "norm"-it cannot always be assumed that male professionals have female partners who perform most or all of the domestic and childcare duties. However, traditional role expectations persist: "Many generations of socialisation have resulted in the attitude that wives are expected to make more compromises and sacrifices in marriage, and to regard their husband's career as more important than their own; the dual career marriage has not changed that 9 ."
Partners' attitudes were sought in both the Australian and U.S.A. surveys: of those ASA respondents with partners, 6% of the women, but none of the men, described their partner's attitude as antagonistic or unhelpful. More men (88%) than women (76%) said they had a fully supportive partner. In the U.S.A. "Focus" survey, 15% of female respondents reported that their spouse was uncooperative 5 . American wives of male physicians were found to be gratified by their husbands' fulfillment of career goals and pleased to be supportive, whereas the husbands of women physicians found this kind of support to their wives less personally rewarding and more an onerous obligation 23 .
Several women commented that a career enabled them to feel an equal partner in the marriage. Fulltime motherhood and domestic duties were perceived as having a lower and less "equal" status.
The stresses that the pursuit of a career in anaesthesia placed on the marriage were eloquently reported by both sexes in the survey-in some cases the long years of training and study placed an intolerable strain on the marriage, leading to a marriage breakup. Conversely, some female respondents reported that they could not have succeeded without the support and help of their partner.
Pregnancy
Women respondents commented that the nature of the job does not always provide a good environment for conception, or for carrying pregnancy to term. Some were asked to work in hazardous areas, such as Anaesthesia and Intensive Care, Vol. 26, No. 1, February 1998 X-ray, when newly pregnant. Others were required to do their full share of nights on call when heavily pregnant, even to the extent of being on call for cardiac arrest.
One woman was required to "pay back" the rostered call she missed (due to pregnancy and childbirth) as soon as she returned to work after maternity leave. This also happens in the U.S.A.: "Dr Anna was able to interrupt her residency for two months (for childbirth) and then return to work. But she was resented by her colleagues who had to cover for her. When she returned to work, the chief resident had made the next year's assignments; her assignment was especially demanding to make up for the lost time. Yet she was also required to return for an extra two months residency 9 ." Some women can and do work quite happily up until the day that their child is born; there are many areas which are suitable for the woman in an advanced state of pregnancy-and some that are not: one heavily pregnant respondent was asked to climb up a ladder to give an anaesthetic. Pregnant women near term should not feel obliged (as some did) to undertake all the duties they perform when not pregnant. The decision on when to stop work must be made individually, based on the pregnancy and the circumstances. Some departments and colleagues were reported to be very supportive of pregnant women; others were not.
Children
Sixty-four per cent of the female respondents had children (or were pregnant at the time of the survey); 89% of the male respondents had children. Seven per cent of female respondents (but no men) had made a deliberate decision not to have children because of their career, and 2.5% had delayed childbearing while advancing their career. Ten per cent of women and 3% of men reported involuntary infertility.
Childbearing usually necessitates some disruption of women's careers; 87% of those with children had worked part-time at some stage in their professional lives. Some respondents commented that children were a setback to their professional lives, modifying career aspirations and decreasing their available choices (14%). They confirmed that children consume an enormous amount of time and energy, decreasing that available for work.
Two of the female respondents said that their partner had assumed responsibility for child care; none of the male respondents reported any career interruption for children. Flexibility of departmental rosters and adequate staffing levels are essential, to allow anaesthetists to integrate career and childrearing. Sympathetic consideration must be given to leave requests by men for domestic and parental purposes.. Some women respondents felt keenly their perceived shortcomings as both mother and anaesthetist: I feel I do neither job well. (F). This comment reflects a common concern of women working outside the home. They feel pressure to satisfy all the demands of their professional and domestic duties. The attitudes of some male colleagues can induce guilt in women doing both jobs: When part-time in the early days with young children, one particular male colleague gave me a very hard time … This really upset me a lot. It reinforced all the guilt about juggling my priorities. (F).
Financial
Pleas were made for child care expenses to be tax deductable. This request has fallen on deaf government ears many times in the last few years. Respondents commented that good, reliable, substitute child care is hard to find; the cost may be as much as net earnings from part-time work.
A majority (67%) of women respondents supported the idea of reduced professional fees during the period of part-time work. Particular mention was made of the medical defence organizations. The Australian and New Zealand College of Anaesthetists now grants subscription concessions for those working part-time.
DISCUSSION
The results of the survey Does Gender affect the pursuit of a career in Anaesthesia? showed that the majority of respondents were content with their professional work, their peers and their families. Nevertheless it is sad to note, in the 1990s, one male anaesthetist's opinion of his female colleagues-a considerable burden. (M).
The survey confirms the existence of several previously identified stressful factors in professional women's careers; it highlights some hitherto underreported gender equity issues, notably some hostile attitudes to women working part-time, and in private practice. Two-thirds (64%) of Australian women anaesthetists are married to other doctors, while nearly a third (30%) have no partner.
Respondents' comments indicate that stereotypical attitudes to women persist, despite evolving changes in career patterns. Men and women today are moving away from the traditional male (breadwinner) and female (domestic/child carer) roles.
There can be no argument about the difficulties involved in combining parental and domestic respon-sibilities with a profession; the woman anaesthetist is just as vulnerable to the resultant stresses as her professional and non-professional sisters-or her male counterpart struggling as a single parent.
Women need to be accepted as equal contributers to the workforce. This is not to deny their continuing domestic role, nor the fact that two-thirds of them will work part-time for a short period in their careers. Most return to the full-time workforce when family and domestic commitments allow. Colleagues need to be understanding and flexible in accommodating the parental and domestic responsibilities of men and women anaesthetists; the choice to work part-time must be respected.
Women's greater longevity gives them the potential for a longer working life than men. However in a small sample of women anaesthetists, it has been shown that they retire earlier, and have a higher incidence of death in post compared with other specialities 24 . Doctors overall have a higher suicide rate, compared with the general population. Male doctors kill themselves at 1.5 to 2 times the rate of a comparable population; women doctors commit suicide at 3 to 4 times the general rate. It has been calculated that some 50-65% of women physicians will experience an affective disorder at sometime in their working lives 25 . (The rates of affective disorder for male doctors are probably no less than that of the general population-approximately 30%.) Thus pathology, biology and domestic duties may contribute to women's shorter working life.
It may be economically justified to measure the value of a doctor as a contributer to the medical workforce on available working years alone, but this assessment loses sight of the human element. We should not be counted only in "Full-Time Equivalents".
Women now comprise 25% of the Australian medical workforce. Since current medical school intake is approximately 50% men and women, the gender balance of the medical workforce will eventually become approximately equal. Sixteen per cent of women are specialists. A significant proportion (17%) of anaesthetists in Australia and New Zealand are women; this percentage is projected to increase, as 32% of current ANZCA trainees are female 2 .
The relatively low percentage of female specialists may reflect women's choices-they often choose to go into primary health care-but there are significant barriers to women entering and continuing with specialist vocational training. The five years of specialist training and the examinations are an onerous undertaking for those doctors wishing to combine vocational training with domestic responsibilities and child-rearing.
The choices that women doctors make reflect the difficulties of balancing domestic needs with professional demands, and the anticipated hurdle of specialist training. Some may also encounter the negative attitudes documented in the survey.
Despite the availability of flexible training, there can be problems with arranging part-time work or job-sharing. Hospitals and employing authorities must be encouraged to facilitate the establishment of split jobs, either for purposes of training or at specialist level.
There must be progressive restructuring of the medical system to accommodate the increasing percentage of women in medicine, including better systems to accommodate part-time training and parttime practitioners. Attempts must be made to resolve the conflict of interests in part-time work and private practice identified above.
The stresses of the training years for both sexes were well documented in this survey. Supportive strategies at departmental, hospital and College level must be developed for young anaesthetists as they face the difficult task of combining work and family responsibilities during this time. Training options, (full-time or flexible), need to be discussed thoroughly and sympathetically with each trainee, on an individual basis, to ensure both satisfactory completion of training, and efficient forward planning in departments and training schemes. On this basis, it is reasonable that the head of department be informed of personal plans, e.g. for pregnancy.
A mentor system should be instituted in all departments, to encourage every staff member to develop a special bond with an appropriate colleague for personal and professional support. Career guidance and counselling must be available; departments of anaesthesia should establish a "liaison" psychiatric or psychologist facility; failing this, each department must have access to a hospital Employee Assistance Program. A study of attrition rates of trainees and specialists would give further information on areas of concern.
There is a need for greater acceptance of men's roles in parental and domestic commitments. Those men who wished to work less than full-time, in order to be more deeply involved in their parental role, encounter some antipathy; they attract the same criticisms as those directed at their women colleagues. A man's decision to work part-time must also be respected.
Relationships in professional families, whether with dual career parents or a single breadwinner, with or without children, can only prosper and endure with communication, negotiation and compromise. These strategies were endorsed by respondents as essential, to enable personal and professional lives to be integrated in the most organized and stress-free way possible.
Changes in societal attitudes to women's careers, relationships and marriage appear to be improving; it is fifty years since Terhune said: "The ideal physician's wife is an attractive, intelligent, friendly, graceful, well-rounded, anonymous, strong, dedicated and domesticated woman with stamina and forbearance 26 .
Both sexes should earn equal respect from colleagues and partners, commensurate with status and contribution to the profession; women must accept genuine efforts to accommodate their varying domestic and biological commitments, without feeling patronized.
It is particularly necessary to institute the proposed strategies to improve the situation of women anaesthetists during their training and childbearing years, and when they first enter the specialist anaesthetic workforce.
Publicity about the important issues identified above has already led to changes in professional organizations, anaesthetic departments and colleagues' attitudes, in recognition of the differing needs of women and men anaesthetists and trainees. Improvements in our professional, psychological and physical health will enable the hard-won expertise of all anaesthetists to be used more effectively in the community.
